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1009 Notice to Readers 





incidence of Pap Test Abnormalities Within 3 Years of a Normal Pap Test — 
United States, 1991-1998 


Declines in cervical cancer incidence and mortality reported in the United States 
since the 1950s have been attributed to early detection and treatment of precancerous 
and cancerous lesions through the use of the Papanicolaou (Pap) test (7). More than 50 
million Pap tests are performed each year (2 ); however, guidelines about the frequency 
of testing in women with a history of normal test results are inconsistent (3-5). To 
determine the incidence of cervical cytologic abnormalities following a normal Pap test, 
1991-1998 data from the National Breast and Cervical Cancer Early Detection Program 
(NBCCEDP) were analyzed for this report (6). The findings indicated that within 3 years 
of a normal Pap test result, severe cytologic abnormalities were uncommon, and inci- 
dence rates were similar among women screened 1, 2, and 3 years following a normal 
Pap test. 

For each woman, CDC received a report that included demographic characteristics, 
Pap test results, diagnostic procedures, and histopathologic results (6,7 ). To be eligible 
for the analysis, women were required to have had a first NBCCEDP Pap test reported as 
normal during 1991-1998, and at least one subsequent Pap test performed within the 
following 9-36 months. Of 620,063 women tested during 1991-1998, 128,805 (20.8%) 
met the criteria for eligibility. Results of Pap tests were reported using Bethesda System 
categories: normal; infection, inflammation, or reactive changes; atypical squamous cells 
of undetermined significance (ASCUS); low-grade squamous intraepithelial lesion (LSIL); 
high-grade squamous intraepithelial lesion (HSIL); “suggestive of squamous cell carci- 
noma”; and “other” (e.g., glandular atypia and atypical endocervical glands). 

Incidence rates of Pap test interpretations were calculated by dividing the number of 
women with each test result by the number of women retested within each age group 
(<30, 30-49, 50-64, and >65 years) and time interval (9-12, 13-24, and 25-36 months). 
Incidence rates were age-adjusted using the age distribution of the 1996 NBCCEDP 
population. Ordinary least-squared regression was used to evaluate the trend of 
increasing time between the first Pap test on the age-adjusted incidence of ASCUS, LSIL, 
HSIL, and suggestive of squamous cell carcinoma. 

The average age of women included in the analysis was 48.9 years (range: 12-96 
years); 73,631 (57.0%) were non-Hispanic whites, 22,672 (17.6%) were Hispanics, 17,314 
(13.4%) were non-Hispanic blacks, 10,983 (8.5%) were American Indians/Alaska 
natives, 3070 (2.4%) were Asians/Pacific Islanders, and 1135 (0.9%) were categorized as 
“other” or “unknown.” The mean time between the first and second test was 15.7 
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months. Approximately 121,576 (94.4%) of the 128,805 second test results were inter- 
preted as normal or infection, inflammation, or reactive changes. The incidence rate of 
the second test results interpreted as HSIL and suggestive of squamous cell carcinomas 
was 66 per 10,000 women aged <30 years, 22 per 10,000 women aged 30-49 years, 15 
per 10,000 women aged 50-64, and 10 per 10,000 women aged >65 years (trend test, 
p<0.001). Overall, as age increased, the incidence of ASCUS and LSIL also 
decreased (trend test, p<0.001, each category). 

The age-adjusted incidence of results interpreted as LSIL increased over time (trend 
test, p=0.01) (Table 1). The incidence of ASCUS, the most common cytologic abnormality, 
did not change significantly over time (p=0.36). The differences in the age-adjusted inci- 
dence of HSIL and suggestive of squamous cell carcinoma for the time intervals also 
were not significant (p=0.42). 

Reported by: GF Sawaya, MD, K Kerlikowske, MD, G Gildengorin, PhD, AE Washington, MD, 
Univ of California, San Francisco. Div of Cancer Prevention and Control, National Center for 
Chronic Disease Prevention and Health Promotion; CDC. 

Editorial Note: The U.S. Preventive Services Task Force recommends Pap test screening 
at least every 3 years unti! age 65 years (5). The American Cancer Society guidelines 
suggest that screening less frequent than annually may be adequate for Pap testing in 
women with a history of 3 negative annual Pap tests (3), and the American College of 
Obstetricians and Gynecologists recommends annual Pap tests for most women (4) 

The difference in screening annually, biennually, or triennially is substantial in the 
number of tests performed and in the public health implications. In this analysis, women 
screened 1, 2, and 3 years after a normal Pap test had similar risk for developing HSIL 


and suggestive of squamous cell carcinoma. Other studies have indicated clinically insig- 
nificant additional protection in testing yearly compared with triennially (8). However, 
low-grade abnormal Pap results (e.g., ASCUS and LSIL) constituted >95% of the cyto- 
logic abnormalities after the first normal results. The clinical significance of these abnor- 
malities is unclear. Women who were screened annually rather than less frequently 
might have worse health outcomes if low-grade results of undetermined clinical impor 
tance lead to further testing and unnecessary patient morbidity and anxiety (9,70). 


TABLE 1. Age-adjusted incidence rate* of cytologic abnormalities, by time from 
normal Papanicolaou (Pap) test — National Breast and Cervical Cancer Early 
Detection Program, United States, 1991-1998 





Cytologic interpretation of Pap test 
HSIL' and suggestive 
No. months since of squamous cell 
normal Pap ASCUS' LSIL' carcinoma 


9-12 377 107 25 
13-24 373 125 29 
25-36 415 141 33 
P for trend 0.36 0.01 0.42 


* Per 10,000 women. 

' Atypical squamous cells of undetermined significance. 
* Low-grade squamous intraepithelial lesion. 

‘ High-grade squamous intraepithelial lesion. 
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The findings in this report are subject to at least four limitations. First, the database 
used was intended for descriptive statistics and not for hypothesis testing; data were 
limited to a few variables. Second, NBCCEDP serves low-income and uninsured women; 
results may not be generalizable to other groups. However, low-income and uninsured 
women usually are at greater risk for developing cervical neoplasia than women with 
higher incomes; therefore, higher-income women should be less likely to exhibit higher 
rates during the 3-year interval examined in this study. Third, women may have received 
Pap testing outside the program during the time between the first and subsequent Pap 
tests; however, this probably occurred in only a few women. Finally, women who fre 
quently get screened, specifically within 1 year after Pap test, might be low-risk women 
concerned about their health or high-risk women with histories of abnormal Pap tests 
who have been told to get annual tests. Other risks for cervical cancer in these women 
and whether these risks affected the findings in this study are unknown. NBCCEDP 
receives data from many cytopathology laboratories and clinical settings. The findings in 
this study may better represent actual clinical settings than the findings in a controlled 
trial. 

CDC is working with state health departments to use this information as a basis for 
cost-effective strategies to reach women who have not received screening services for 
cervical disease. CDC will assist NBCCEDP in assessing program-provider practices, 
modifying patient recall systems, and developing professional and public education strat 
egies to improve patient-provider decision making. Further research is needed to clarify 
the benefit and harm related to frequency of subsequent Pap testing in women with 
normal results 
References 

1. Cannistra SA, Niloff JM. Cancer of the uterine cervix. N Engl J Med 1996;334:1030-8 

Richart RM. Screening: the next century. Cancer 1995;76:1919-27 


2 

3. American Cancer Society: Guidelines for the cancer related checkup. Atlanta, Georgia 
American Cancer Society, 1998 
American College of Obstetricians and Gynecologists routine cancer screening: commit 
tee opinion 185. Washington, DC: American College of Obstetricians and Gynecologists 
1997 
U.S. Preventive Services Task Force. Guide to clinical preventive services: an assessment 
of the effectiveness of 169 interventions. Report of the U.S. Preventive Services Task 


Force, Baltimore, Maryland: Williams and Wilkins, 1996 

Sawaya GF, Kerlikowske K, Lee NC, Gildengorin G, Washington AE. Frequency of cervical 
smear abnormalities within 3 years of normal cytology. Obstet Gynecol 2000;96:219-23 
Lawson HW, Lee NC, Thames SF, Henson R, Miller DS. Cervical cancer screening among 
low-income women: results of a national survey program, 1991-1995. Obstet Gynecol 
1998;92:745-52 

International Agency for Research on Cancer Working Group on Evaluation of Cervical 
Cancer Screening Programmes. Screening for squamous cervical cancer: duration of low 
risk after negative results of cervical cytology and its implication for screening policies 
BMJ 1986;293:659-64 

Jones MH, Singer A, Jenkins D. The mildly abnormal cervical smear: patient anxiety and 
choice of management. J Soc Med 1996;89:257-60 

Bell S, Porter M, Kitchener H, Fraser C, Fisher P, Mann E. Psychological response to 
cervical screening Prev Med 1995;24:610-6 





November 10, 2000 


Coccidioidomycosis in Travelers Returning From Mexico — 
Pennsylvania, 2000 


Coccidioidomycosis (CM), a fungal disease caused by Coccidioides immitis, is 
endemic in the southwestern United States and parts of Central and South America. The 
disease is acquired by inhaling the arthroconidia of C. immitis present in the soil. Out- 
breaks of CM occur when susceptible persons are exposed to airborne arthroconidia 
from dust storms, natural disasters, and earth excavation (1,2). Persons who travel to 
areas where the disease is endemic may become infected and deveiop symptoms after 
returning home (3,4 ). This report describes an outbreak of CM among travelers return- 
ing to Pennsylvania from a trip to Mexico. 

On January 24, 2000, 35 church members from two cities in Pennsylvania traveled to 
Hermosillo, Mexico, where they stayed 1 week to construct a church. Within 2 weeks of 
returning home, 27 travelers complained of influenza-like symptoms, and initial testing of 
acute serum specimens at CDC revealed antibodies to C. immitis for one traveler. 

To determine the extent of the outbreak and to identify potential risk factors for 
developing CM, the Pennsylvania Department of Health and CDC conducted a cohort 
study and collected acute and convalescent-phase serum samples from consenting 
church members. Serum specimens were tested for antibodies to C. immitis by immuno 
diffusion and complement fixation at CDC and the University of California-Davis. A case 
was defined as a positive serologic test for coccidioidal antibodies by 1) detection of 
coccidioidal immunoglobulin M by immunodiffusion, enzyme immunoassay (EIA) latex 
agglutination, or tube precipitin, or 2) detection of rising titer of coccidioidal immuno 
globulin G by immunodiffusion, EIA, or complement fixation in a church member from 
Pennsylvania who had traveled to Hermosillo during January 24-February 2, 2000. All 
participants completed a standardized questionnaire about medical history, activities 
while in Mexico, and environmental exposures. 

A questionnaire and at least one serum sample was obtained for 30 (86%) of the 35 
church members. Twenty-nine (97%) were men; median age was 45 years (range: 18-62 
years). Twenty-three (77%) persons reported becoming ill either in Mexico or within 
3 weeks of returning home. Based on serologic testing, eight (27%) persons met the case 
definition for CM, seven of whom were symptomatic (Figure 1). The incubation period 
ranged from 8 days after arriving in Mexico to 15 days after returning to Pennsylvania 
from Mexico. The most common symptoms were fatigue, fever, arthralgias, and myalgias 
(71% in each). Three had a rash, and four had a cough. The median duration of symptoms 
was 7 days (range: two-35). Eighteen (78%) of 23 ill persons sought care from at least 
one health-care provider. Twelve (67%) persons had chest radiographs performed as 
part of their evaluation; six were abnormal. Eleven of these 18 persons were prescribed 
medications for their symptoms; six were prescribed either fluconazole or itraconazole 
once it was known that a CM outbreak had occurred. One person required hospitalization 
in an intensive care unit for 1 day. Of 23 ill persons, 11 (48%) missed work or school for an 
average of 5.5 days. 

No activities or other conditions were associated substantially with infection or symp- 
tomatic disease. However, 22 (73%) church members reported working in extremely 
dusty conditions. Nineteen (63%) persons reported histories of previous travel to 
Hermosillo or other areas where C. immitis is endemic; but only one case-patient 
reported history of such travel. 
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FIGURE 1. Distribution of coccidioidomycosis in church members from Pennsylvania 
following a mission trip to Hermosillo, Mexico, by date of symptom onset, January- 
February 2000* 
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Reported by: J Zurlo, MD, T Crook, MD, W Green, MD, J Adams, MD, Hershey Medical Center 
Hershey; C Freer, MD, Hanover Hospital, Hanover; J Ratner, MD, Center Community Hospital, 
State College; N M’ikanatha, DrPH, J Rankin, DVM, L Stetson, MPH, S Yeager, Pennsylvania 
Dept of Health. D Pappagianis, MD, Univ of California-Davis, Davis. Mycotic Diseases Br, Div of 
Bacterial and Mycotic Diseases, National Center for Infectious Diseases; and EIS officers, CDC 
Editorial Note: The outbreak in this report and a similar outbreak in a group from 
Washington (3) underscore the need for increased awareness about CM and its risk 
factors among susceptible persons visiting areas where the disease is endemic, 
especially among persons who engage in construction work or other activities in dusty 
environments. Travel to these areas has become more common because of various 
missionary and other travel activities to Mexico and relocation of persons from areas in 
the Northwest and Midwest to the southwestern United States (3-5). In addition, CM 
has increased among U.S. travelers to areas where CM is endemic, especially among 
the elderly (6). Persons with certain underlying illnesses (e.g., human immunodeficiency 
virus [HIV] and elderly with chronic medical conditions) who travel to areas where CM is 
endemic are at increased risk for severe pulmonary or disseminated CM (7,8). 

Approximately 40% of persons infected with C. immitis develop symptomatic dis- 
ease. Most (85%) symptomatic persons present with a mild, influenza-like illness; 8% 
may develop severe pulmonary disease requiring hospitalization, and 7% develop dis- 
seminated, extrapulmonary disease (7). Risk factors for disseminated disease include 
black or Asian race, pregnancy, and immunocompromising conditions (e.g., acquired 
immunodeficiency syndrome); risk factors for severe pulmonary disease include diabe- 
tes, smoking, and older age (7). 
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Although avoiding activities that generate dust or using a mask during these activities 
is advisable, these measures do not provide complete protection. A potential strategy for 
adequate prevention is vaccine development because natural infection with C. immitis 
provides life-long immunity (9). However, until a vaccine becomes available, organiza 
tions that conduct trips to areas where CM is endemic should inform their travelers about 
the risks for CM. Health-care providers should consider CM in travelers returning from 
areas where the disease is endemic and who present with an influenza-like illness. Early 
diagnosis of CM will result in better use of medical resources and will help alleviate 
patient concerns and may prevent more severe disease (7). 
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Influenza Activity — 
United States and Worldwide, April—-October 2000 


During October 1999-May 2000, influenza A(H3N2), A(H1N1), and B viruses were 
identified in the Northern Hemisphere. Influenza A(H3N2) predominated, but the number 
of influenza A(H1N1) viruses increased toward the end of the influenza season in the 
Northern Hemisphere. Since April, influenza A viruses have predominated in the South- 
ern Hemisphere and tropical regions, but influenza B viruses also have been identified. 
This report summarizes influenza activity in the United States and worldwide from April 
2000 through October 2000. 


United States 


The WHO Collaborating Center for Reference and Research at CDC conducts active 
national surveillance for influenza from October through May (7 ). Although formal weekly 
reporting is discontinued during summer months, WHO collaborating laboratories can 
report influenza viruses during the summer to CDC and submit these viruses for anti- 
genic characterization. Since March, influenza A(H1N1) viruses have been the most 
frequently isolated influenza viruses in the United States. Influenza A(H1N1) viruses 
were identified each month from April through July and were isolated from an outbreak 
in July among children and staff at a summer camp in Texas. Influenza A(H1N1) viruses 
were identified during October in California, Florida, and Texas. Influenza A(H3N2) 
viruses were isolated from sporadic cases during April, from one immunocompromised 
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patient in June, from one imported case in an immune suppressed person in August in 
Massachusetts, and from three cases in October (one each in California, Hawaii, and 
Kentucky). Additional influenza A viruses (unsubtyped) were identified in California and 
Texas during September and in Utah in October. Influenza B viruses were identified each 
month through May. During August-October, influenza B viruses were identified in Alaska, 
California, Nevada, Oklahoma, and Washington 


Worldwide 


From April through October, influenza A(H1N1), A(H3N2), and B viruses were 
reported from Asia; influenza A viruses were reported more frequently than influenza B 
viruses. In Africa, influenza A(H1N1) viruses were reported more frequently than A(H3N2) 
viruses from April through August, but all subtyped influenza A viruses reported during 
September were A(H3N2). In Canada, both influenza A and B viruses were reported each 
month from April through July; most of the viruses reported during June-July were 
influenza type B. During September—October, influenza A and B viruses were reported in 
Canada, and influenza A viruses were reported from Mexico. Influenza type A and B 
viruses also were isolated in Europe during September—October. In South America, influ 
enza A(H1N1) viruses predominated, but influenza A(H3N2) and B viruses were isolated. 
In Oceania, influenza type A viruses were more commonly isolated than influenza type B; 
both A(H3N2) and A(H1N1) subtypes circulated. 


Characterization of influenza virus isolates 

The WHO Collaborating Center for Reference and Research on Influenza at CDC 
analyzes isolates received from laboratories worldwide. Of the 205 influenza A(H1N1) 
isolates that were collected and antigenically characterized during April-October, 173 
(84%) were similar to A/New Caledonia/20/99, the H1N1 component of the 2000-01 
influenza vaccine, 31 (15%) were similar to A/Bayern/07/95, and one (0.5%) showed 
reduced titers with A/New Caledonia/20/99 antisera. Although A/Bayern-like viruses are 
antigenically distinct from the A/New Caledonia-like viruses, the A/New Caledonia/20/99 
vaccine strain produces high titers of antibody that cross-react with A/Bayern/07/95-like 
viruses. Of the 205 antigenically characterized H1N1 viruses, 136 were from South or 
Central America, 42 from the United States, 18 from Asia, seven from Australia, New 
Zealand, and New Caledonia, and two from Africa. 

Of the 65 influenza A(H3N2) viruses antigenically characterized, 60 (92%) were well 
inhibited by antiserum to the recommended vaccine strain, A/Moscow/10/99. Thirty-four 
of the antigenically characterized H3N2 viruses were from South America, 17 from Asia, 
five from Australia, New Zealand, and New Caledonia, four from the United States, two 
each from Canada and Africa, and one from Europe. 

Of the 53 antigenically characterized influenza B viruses, 52 (98%) were antigenically 
similar to the recommended vaccine strain, B/Beijing/184/93. Seventeen of the influenza 
B viruses were from Asia, 15 from the United States, 10 from South America, nine from 
Australia, New Zealand, and New Caledonia, and one each from Africa and Europe. 
Reported by: World Health Organization National Influenza Centers, Communicable Diseases 
Surveillance and Response, World Health Organization, Geneva, Switzerland. A Hay, PhD 
WHO Collaborating Center for Reference and Research on Influenza, National Institute for 
Medical Research, London, England. | Gust, MD, A Hampson, WHO Collaborating Center for 
Reference and Research on Influenza, Parkville, Australia. M Tashiro, MD, WHO Collaborating 
Center for Reference and Research on Influenza, National Institute of Infectious Diseases, 
Tokyo, Japan. S Lea, MD, C Burgoon, DVM, Waco-McLennan County Health Dept, Waco; 
M Gaglani, MD, G Herschler, Scott & White Hospital, Temple; D Haught, MSN, Baylor College of 
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Medicine, Austin; L Dobin, D Berkman, Greene Family Camp, McLennan County; N Pascoe, 
J Morgan, MD, MA Patterson, D Romnes, D Bergmire-Sweat, MPH, Texas Dept of Health. WHO 
collaborating laboratories. WHO Collaborating Center for Reference and Research on Influ 
enza, Influenza Br, Div of Viral and Rickettsial Diseases, National Center for Infectious Diseases 


CDC. 

Editorial Note: Influenza A(H1N1), A(H3N2), and B viruses circulated in the Southern 
Hemisphere during the winter season. Influenza activity in the Southern Hemisphere 
was less extensive than the preceding Southern and Northern Hemisphere influenza 
seasons when a larger proportion of the circulating influenza viruses were A(H3N2) 
viruses. The identification of sporadic influenza cases and isolated influenza outbreaks 
during the summer and fall months is not unusual. Recent isolates from the Northern 
Hemisphere have been predominantly influenza A{H1N1) and influenza B viruses. 
However, surveillance information is not a reliable predictor of future influenza activity. 
The type(s)/subtype(s) of influenza virus that will circulate, the timing of onset and peaking, 
and the severity of the upcoming season in the Northern Hemisphere cannot be 
predicted. Persons at increased risk for influenza-related complications should receive 
annual influenza vaccination to reduce their chances for influenza infection and the 
severity of the illness should they become infected (2-4). 

In February of each year, the World Health Organization (WHO) recommends influ 
enza virus strains for inclusion in the following season’s Northern Hemisphere influenza 
vaccine. The regulatory authorities in each country then determine the actual viruses to 
be used for vaccine production. Frequently, the regulatory authorities in a country will 
substitute an antigenically equivalent virus for one or more of the WHO recommended 
viruses because of better growth or processing properties. In the United States, the Food 
and Drug Administration's Vaccines and Related Biological Products Advisory Commit 
tee is responsible for the selection of vaccine strains to be used by U.S. vaccine manufac 
turers. For the 2000-01 influenza season, WHO has recommended A/New Caledonia/20 
99-like (H1N1), A/Moscow/10/99-like (H3N2), and B/Beijing/184/93-like viruses for inclu 
sion in the Northern Hemisphere influenza vaccine (5 ). U.S. vaccine manufacturers used 
the antigenically equivalent stains A/Panama/2007/99 (H3N2) for the A/Moscow/10/99- 
like strain and B/Yamanashi/166/98 for the B/Beijing/184/93-like strain. Most viruses 
isolated since April, both in the United States and worldwide, are well matched to the 
current vaccine strains. 

CDC collects and reports U.S. influenza surveillance data during October—May. This 
information is updated weekly and is available through the CDC voice information 
system, telephone (888) 232-3228, or the fax information system, telephone (888) 232 
3299, by requesting document number 361100, or on the Influenza Branch World-Wide 
Web site at http://www.cdc.gov/ncidod/diseases/flu/weekly.htm. 
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HIV Draft Documents Available for Comment 


CDC announces the availability of two draft documents for public comment: “Revised 
Guidelines for HIV Counseling, Testing, and Referral” and “Revised Public Health Service 
Recommendations for HIV Screening of Pregnant Women.” 

Comments must be submitted in writing and posted or e-mailed by November 30, 
2000. Comments should be mailed to the Technical Information and Communications 
Branch, Mailstop E-49, Division of HIV/AIDS Prevention, National Center for HIV, STD, 
and TB Prevention, CDC, 8 Corporate Square, Atlanta, GA 30329-2013 (overnight ship 
ping: TICB-CDC, E-49); faxed, (404) 639-2007; or e-mailed, hivmail@cdc.gov 

Readers should use specific paragraph and page numbers when commenting on 
each separate document and submit one copy of comments. 

Copies of the drafts can be obtained from CDC National Prevention Information Net 
work, P.O. Box 6003, Rockville, MD 20849-6003; telephone, (800) 458-5231; or from the 
Division of HIV/AIDS Prevention World-Wide Web site, http://www.cdc.gov/hiv. 


Erratum: Vol. 49, No. SS-10 


In the CDC Surveillance Summaries article titled “Youth Tobacco Surveillance 
United States, 1998-1999,” Table 5 and Table 21 contain some incorrect data for New 
Jersey. In Table 5 on page 49, in the column of data for “Any tobacco,” the correct New 


Jersey numbers are 18.9 (+2.1) for middle school students and 38.9 (+2.4) for high school 
students. In Table 21 on page 65, in the column of data for “Think persons can get 
addicted to cigarettes,” under “Never Smokers,” the correct New Jersey numbers are 
95.7 (+0.8) for middle school students and 95.7 (+1.6) for high school students; under 
“Current smokers,” the correct New Jersey numbers are 87.2 (+2.9) for middle school 
students and 90.1 (+2.0) for high school students 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending November 4, 2000, with historical data 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending November 4, 2000, and November 6, 1999 (44th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending November 4, and November 6, 1999 (44th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending November 4, 2000, and November 6, 1999 (44th Week) 
Sailmonellosis* 
Malaria Rabies, Animal NETSS PHLIS 
Cum Cum Cum Cum Cum Cum Cum Cum 
Reporting Area 2000 1999 2000 | 1999 2000 | 1999 2000 1993 
NITED STATES 1,058 1,236 5,080 778 30,985 33 253 6 308 28,895 
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TABLE Ii. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending November 4, 2000, and November 6, 1999 (44th Week) 

Shigellosis* Syphilis 

NETSS PHLIS (Primary & Secondary) Tuberculosis 


Cum Cum Cum Cum Cum Cum Cum Cum 
Reporting Area 2000 1999 2000 1999 2000 1999 2000 1999 


JNITED STATES 17,176 14,017 3,170 493 5,088 5,715 10,364 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks endi 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks —-. November 4, 2000, 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
November 4, 2000 (44th Week) 


All Causes, By Age (Years) 
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